Two Zambian infants presented with massive rectal bleeding caused by cytomegalovirus ileitis. The first was seropositive for HIV and the second seronegative, though her mother was seropositive. Both infants died.
A 3 month old boy presented with a one day history of bloody diarrhoea. He had previously been in good health. On examination he was pale with a tachycardia of 152 beats/minute. The abdomen was soft and non-tender with hyperactive bowel sounds. There was a large quantity of blood clots on the nappy. Rectal examination confirmed the presence of blood. A provisional diagnosis of typhoid fever was made and in view of the life threatening haemorrhage laparotomy was done as soon as he had been resuscitated. The colon and terminal ileum were loaded with blood and the entire small bowel was covered in transmural plaque-like lesions, the heaviest concentration being in the terminal ileum. The terminal 20 cm of ileum were resected and intestinal continuity restored by ileocaecal anastomosis. When the resected bowel was opened the plaque-like lesions were seen to be ulcerations of varying depth. Postoperatively the infant developed a coagulopathy and wound infection, and (on the tenth day) peritonitis. At the second laparotomy multiple perforations in the remaining part of the small intestine were found and he died a few hours later. The child was seropositive for HIV (Wellcozyme recombinant). CASE 2 A 6 month old previously healthy girl presented with a three day history of coughing, vomiting, and bloody diarrhoea. On examination she was pale and had a tachycardia of 124 beats/minute. Her chest was normal. The abdomen was soft and non-tender with normal bowel sounds. Blood was found on rectal examination, and a provisional diagnosis of intussusception made. At laparotomy the terminal ileum and colon were filled with blood and there were plaquelike lesions similar to those in case 1, but not as florid. A 30 cm length of terminal ileum was resected, with ileoileal anastomosis. The infant died two hours after laparotomy of hypovolaemic shock. She was seronegative for HIV, though her mother was seropositive (Wellcozyme recombinant).
In both cases permission for necropsy was refused. The In both cases the clinical problem was one of exsanguinating haemorrhage, and at laparotomy the absence of a focal lesion that could be excised. In the first case the haemorrhage continued, and though the infant survived the initial operation he died of perforation of the remaining lesions, which indicated the progressive nature of the disease. If arteriography is available it could be used to localise the site of bleeding, thereby permitting the correct operation to be done and antiviral treatment to be given to control the infection. 1) . At operation on the third day of life the tumour was found to be entirely extracranial, and was easily excised. Macroscopically the cut surface was uniformly grey-white. Microscopy showed a hamartomatous mass of predominantly smooth muscle. The patient was followed up for five years during which time there was no recurrence of the tumour.
CASE 2
In 1985 a 2 day old boy was referred; routine antenatal ultrasound screening at 16 weeks' gestation had been reported as 'normal', but the serum a fetoprotein concentration was 2 5S times the reference value, though a week later it was found to be within the reference range.
The family history included one cousin in whom a brain tumour had been diagnosed at 5 months of age, and another who had had hydro- 
